To the Editor,

Ulucan et al. ([@ref1]) observed in their valuable and interesting study that heart rate recovery (HRR) indices were attenuated in patients with erectile dysfunction when compared with healthy controls entitled " Deterioration of heart rate recovery index in patients with erectile dysfunction" published Anatol J Cardiol 2016; 16: 264-9. In addition, they observed in their analysis that HRR at 1 min (HRR1) and 3 min were independently associated with the presence of erectile dysfunction. Exercise testing can be abruptly terminated (cessation of exercise) with the patient in the standing or sitting positon (no "cool-down" period) or when the patient keeps walking in a predetermined speed and inclination (cool-down period), which can be a 2-min cool-down at 1.5 mph at 2.5 grade or 1-min cool-down at 1 mph at 0% inclination ([@ref2], [@ref3]). In protocols using cool-down, HRR1 is calculated by taking the difference between the heart rate at peak exercise and heart rate 1 min later, which is 1 min after the beginning of the cool-down period ([@ref2]). Similarly, in exercise tests that stop abruptly, HRR1 is calculated by taking the difference between the heart rate at peak exercise and heart rate 1 min later at which time the patient is in complete rest in the supine or sitting positon. Abnormal HRR1 is usually defined as heart rate that declines to ≤12 beats/min in the first minute after exercise for protocols that use a post-exercise cool-down or ≤18 beats/min in the first minute post exercise for protocols that abruptly stop exercise ([@ref2], [@ref4]). Because the authors used post-exercise cool-down protocol, HRR1 ≤12 beats/min might be assumed to be abnormal in this case. HRR1 was 34.8± 1.2 in patients with erectile dysfunction in the authors' study. Thus, one should be very careful in interpreting their results. Approximately 95% of HRR1 was, statistically, between 12.4 and 57.2 beats/min in patients with erectile dysfunction. Therefore, we can assume that virtually all patients with erectile dysfunction had a normal HRR1. Hence, it might be misleading to suggest that patients with erectile dysfunction have impairment in autonomic nervous system. Looking carefully at the data, maximal heart rate was 158.2±18.7 beats/min in patients with erectile dysfunction and 167.2±16 beats/min in controls. Accordingly, most of the differences between patients with erectile dysfunction and controls with regard to HRR indices were due to lower heart rate attained at peak exercise in patients with erectile dysfunction. Namely, chronotropic incompetence, which might be due poor physical fitness, could be responsible for differences in HRR in this study population as demonstrated before ([@ref5]). I believe that caregivers should be familiar with parameters gleaned from a standard exercise test and interpreting the results gained from it.
